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Abstract A qualitative evaluation was conducted at 15 nationally designated Centers
of Excellence in Women’s Health (CoEs) that were funded by the U.S. Department of
Health and Human Services’ (DHHS) Office on Women’s Health at the time of data
collection. The evaluation focused on organizational issues including: 1) the impact of
CoE designation on the recipient institutions; 2) the greatest strengths and challenges
affecting the CoEs and their core components of research, clinical care, professional
education, leadership, and community outreach; and 3) whether the core components
developed an interface and coordinated with one another as intended according to the
DHHS national model. A total of 91 individuals were interviewed for the evaluation.
The study indicates that the national designation served to legitimize and expand the
scope of women'’s health within the recipient institutions. The CoEs enhanced collab-
oration among researchers and practitioners, and were able to leverage additional
resources. The core components largely were successful at interfacing in accordance
with the national model. Notwithstanding these successes, the CoEs remain susceptible
to failure if they do not gain additional support for the concept of women’s health
within the recipient institutions, and will not remain durable without additional and
stable funding sources.

BACKGROUND

he National Centers of Excellence in Women’s Health (CoE) program

was initiated in 1996 by the U.S. Department of Health and Human

Services” (DHHS) Office on Women’s Health as a new model for

university-based women'’s health care. It was designed with the goal
of enhancing and integrating women’s health care, education, and training
both within and outside the university structure. This paper reports on a
qualitative evaluation of the CoE program.

Since the initiation of the program, there have been three generations of
awards. A total of 18 sites have been funded and, at the time of data collection
for the present evaluation, there were 15 CoEs funded and operating at
different stages of development, depending on what year their contracts were
received. Although each CoE was unique in environment, the nature of the
institution that housed it, and the types of individuals each involved, never-
theless, all were contoured to a national model that placed the utmost value on
a multidisciplinary approach to women’s health. The model consisted of five
core components: research, clinical care, professional education, leadership,
and community outreach.

In 1999, the Office on Women’s Health initiated an evaluation study of the
status of the CoE. As part of the evaluation, two study groups—one quanti-
tative and one qualitative—were constituted. The quantitative evaluation
focused on clinical care outcomes, whereas the qualitative evaluation focused
on the Centers’ developmental processes. Through a series of interviews
conducted at each of 15 institutions housing the CoEs, the evaluators sought to
understand organizational development issues including: 1) the impact of CoE
designation on the recipient institutions; 2) the greatest strengths and chal-
lenges affecting the CoEs and their core components (i.e., research, clinical care,
professional education, leadership, and community outreach); and 3) whether
the core components developed an interface and coordinated with one another
as intended according to the national model. The themes contained herein are
considered to be main effects because they were pervasive in the data and were
represented across all 15 CoEs.

Consistent with qualitative approaches to evaluation, the data findings are
a reflection of the perspectives held by the interview respondents. Thus, the
body of the paper consists mainly of quotations that represent the “voices” of
the 91 respondents across the 15 CoEs and signify the main themes that
emerged from the in-depth interviews. Where multiple quotations appear to
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illustrate a theme, each quotation was drawn from a different CoE to further
demonstrate how each theme generalized across the 15 CoEs that participated
in the qualitative evaluation.

EVALUATION METHODOLOGY

The evaluation team was composed of representatives from three of the 15
nationally designated CoEs. In the year preceding data collection, the evalua-
tion team developed a protocol for the qualitative interviews that were to be
conducted, face-to-face, at the 15 CoEs. The dimensions included in the
protocol were developed with input from staff at the Office on Women’s
Health, the Center Directors, and the evaluation specialists within the CoEs.
The dimensions focused on the organizational processes that the CoEs con-
fronted because, as an innovative way of delivering university-based health
care for women, the CoEs and how they were received and supported become
strategic considerations for future programming.

To ensure comparability during the interview process and to standardize
data collection, the interviewers attended a one-day training session that
focused on interviewing skills. Mock interviews were videotaped and the tapes
were critiqued to refine the interviewers’ techniques and to increase consis-
tency of approach across interviewers. Once the data had been collected, the
study team met again to standardize coding techniques.

The interviews were conducted on-site at the 15 CoEs. Interview respon-
dents were selected based upon purposeful sampling procedures to ensure that
interviewees complemented one another in completing coverage of all dimen-
sions of the interview protocol." At each of the 15 sites, interviews were held
with a senior administrator (e.g., a chancellor, vice-president, or dean), the
Center Director of the CoE, and the Directors of core components of the CoE.
On average, six interviews were included at each of the 15 CoEs. Before each
interview, the respondent was asked to read and sign an informed consent
statement that assured confidentiality and the right to refrain from answering
any question that was posed by the interviewer. All interview procedures,
including informed consent, were approved by the Institutional Review Board
of the centers leading the qualitative evaluation.

All interviews were tape recorded and transcribed verbatim. The written
transcripts were then analyzed according to methods developed by Spradley”
consisting of completing syntactical structures such as: 1) X is a type of impact
that the designation as a CoE had on the recipient institution; 2) Y is an
example of a strength or challenge of the CoE and its core components; 3) Z is
an indication of whether the core components developed an interface and
coordinated with one another. The evaluation team hand-coded each qualita-
tive interview to fill in such statements and then entered the information into
ATLAS.t, a software package developed for qualitative research.” Once
entered, the evaluators compared and contrasted codes so that a taxonomy of
similar syntactical statements was formed. For instance, the codes for “impact
of the designation on the recipient institution” were organized so that similar
impacts that were coded were aggregated under one heading such as “greater
credibility for women’s health.” The resulting taxonomy had several such
headings with coded examples imbedded below each heading.

Once a taxonomy was developed for each of the 15 CoEs, the taxonomies
were placed into data matrix display based on the procedures described by
Miles and Huberman.* In the present study, a matrix was a two-by-two table
with 15 columns, each composed of one CoE taxonomy. The rows of the matrix
were composed of the taxonomy headings so that similar and dissimilar
headings and codes could be compared across CoEs. Once the data were
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arranged in taxonomies and matrixes, the evaluators organized the data by
similar and contrasting patterns to represent the overarching themes that are
reported in this paper.” These themes are illustrated with verbatim quotations
to present the findings in the respondents” own words.

RESULTS
An Overview

Table 1 is a summary of the findings detailed in this section. As the table
indicates, certain types of questions were directed to different interview
respondents. For instance, institutional leaders and CoE Center Directors were
asked about the impact of national designation on the institution because these
leaders were positioned to provide an expansive overview of the CoE’s history
within the institution. As the CoE core component Directors had a purview
that was more specific to the day-to-day operations of the CoE, they were
asked about the strengths and challenges of their respective cores and the
interface of their core with the others. This section first presents the impact of
the designation on the institution as a backdrop for the CoE experiences. Then,
the CoE strengths are presented. Next, the assessment of how the core
components interfaced is presented because the interface proved to be an
important strength. Then, the challenges faced by the CoEs are introduced and
illustrated.

The Impact of Designation as a National Center of Excellence in
Women’s Health (CoE) on the Recipient Institution

Institutional leaders and the CoE Center Directors from all 15 centers who were
familiar with the status and history of the CoE emphasized that the designation
had a significant positive impact for women’s health. As the following
quotations illustrate, the foremost theme that emerged from these leaders was
that the designation acted as a catalyst for institutional change in expanding
the field of women’s health.

Respondents indicated that before the development of the CoE, women's
health was often viewed simply as reproductive health, and it was aligned with
obstetrics and gynecology. With the development of a CoE, its clinical
component provided care to women in a more comprehensive way and, with
its companion components of research, education, community, and leadership,
the CoE viewed health among women more broadly to include such aspects as
cardiovascular care and other health risks as they present uniquely in women.
Such a comprehensive focus led to the expansion of the concept of women'’s
health as a discipline. The institutional leaders further emphasized that
institutional change was most directly influenced by the CoE’s application of
an innovative model that served as a “driving mechanism” for change. The fact
that, to maintain the designation as a CoE, each institution underwent a review
of the multidisciplinary model, initially and periodically, reinforced institu-
tional support for a more comprehensive approach to women'’s health:

The CoE produced a sea change. It’s led to radical change in terms of how we
do everything having to do with women'’s health care.

Despite all of the focus that we had on women’s health, there was a strong
focus in everybody’s mind on reproductive health. The notion of multidisci-
plinary care of women that includes internists, surgeons, and all kinds of
other people having a focus on women'’s health was validated.

[The institution’s leadership] recognizes that we do a lot of research at the
Centers of Excellence, and that that’s good because they are getting state-of-
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Table 1. A SUMMARY OF THE EVALUATION FINDINGS BY STUDY DIMENSION AND RESPONDENT TYPE

Study Dimensions

Institutional Leaders
(Chancellors,
Vice-Presidents, Deans)

CoE Directors

CoE Core Unit Directors

Impact of -Catalyst for institutional change in the
National field of women’s health
Designation -CoE model as a driving mechanism for
on the institutional change
Recipient -Increased leverage for attracting resources
Institution -Reinforced and increased collaboration
CoEs’ Greatest -Stronger and durable collaboration and E
Strengths coordination . -Legitimized CoE image and women’s health within the institution
. -Enhanced opportunities within the institution to focus on
i women’s health concerns
. -Increased leverage for attracting resources
. -Multidisciplinary nature of CoE
\ -CoE as an opportune place for women to associate
\ -CoE as a magnet for shared identity and mutual action
\ -CoE as a support system for networking
CoE Core Leadership Core
Units’ -Leadership development
Greatest -Nurturing a network of female faculty and
Strengths students

Community Core

-Increased focus on community needs and
services
-Greater reach in diverse communities

Clinical Core

-Service expansion and improvement

Education Core

-Greater focus on gender-specific health issues
-Striving for greater diversity

Research Core

-Expanded focus on women’s health issues
-Greater coordination of research

Interface of See Table 2
CoE Core
Units
CoE’s Greatest -Acceptance of the CoE mission within the
Challenges institution
-Greater integration, collaboration, and
coordination
-Adequate federal and institutional
support
CoE Core
Units’
Greatest
Challenges -Organizational climate

-Resource insufficiencies
-Operational constraints
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the-art results. Before [the designation], the leadership didn’t recognize the
value of research. The CoE has played an important role in moving ahead the
mission of women'’s care and gender-based medicine within the institution.

The recognition that comes from the rigorous process of evaluation and
designation is well recognized, both internal to the institution as well as the
community-at-large, geographically, as being something that has great value.
Women'’s initiatives that are in the community, for example, would have been
much more difficult to do if they did not have a Women’s Center of
Excellence, and [DHHS] sponsorship. It is a source of pride to the institution.

The institutional leaders consistently mentioned the prestige accorded by
designation as further legitimizing the CoE as a model for institutional change.
The added prestige played a role in the development of women’s health
modules in the curricula of medical, public health, and other schools with
allied health programs. Added prestige also had an influence on expanding
clinical and research operations, and helped to sustain women’s health
initiatives within the institution:

The designation has legitimized women’s health as an area of academic
pursuit.

You get value out of [the designation] in a whole variety of ways. From the
clinical side of the organization, it makes patients. From the research side of
the organization, it brings in research grants with overhead. From the
teaching side, it carries out a vital function that any modern medical school
now has to have. It adds value, and, as something adds value, the institution
supports it.

[The designation] was one of the cornerstones of [the women’s health
program] becoming sustainable and developing a life beyond its current
leadership. [The designation] confers a stamp of approval from a national
judge. [Women'’s health] was legitimized.

The preceding comments reflect that the prestige accorded by national
designation was instrumental in attracting resources that were both internal
and external to the institution. Internally, resources were forthcoming when
there was support for the CoE from high up within the institution. External
resources, such as those from foundations and drug companies, came with the
recognition that it was valuable to be associated with the CoE:

One of the things we’ve been able to do with our CoE designation is leverage
a lot of money successfully outside. I owe a lot of that—there’s no ques-
tion—to the fact that we have very high up support from the corporate
structure of the hospital, and they’re willing to use their leveraging capacity
on our behalf.

Drug companies have been coming to us because of the [CoE designation].
We've gotten funding for educational activities from pharmaceutical compa-
nies that have an interest or franchise in women’s health, and they’re coming
to us because of that.

The national designation is something that people are proud of, and they
want to be known for excellence in women's health. It makes it easier for us
to raise money locally. We have a campaign under way right now, and one of
our campaign themes is the Center for Excellence in Women’s Health. We've
already raised some money.

In concert with the leveraging of funding, institutional leaders consistently
discussed how the designation reinforced and increased collaboration within
the center, across groups within the institution, and in the community-at-large.
Examples of greater collaboration include expanding the network of research-
ers, clinicians, health educators, community representatives, and others who
worked together on different aspects of women’s health such as osteoporosis,
depression, cardiovascular disease, and other health risks.
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A number of collaborations that I've participated in wouldn’t have happened
without the designation of the Center of Excellence. Either I wouldn’t have
known about it, or there wouldn’t have been this mechanism set up for
collaboration

It’s brought people together who may have been working independently on
women’s health, but now, as a group, give more strength to their individual
efforts.

CoE’s Greatest Strengths

Institutional Leaders’ and CoE Center Directors’ Perceptions of the
CoEs’ Greatest Strengths

As the quotations to follow illustrate, at all 15 sites the most thematic responses
reflected that collaboration and coordination remained durable and strength-
ened programs that advance women’s health, thus improving the ability to
influence women’s health. The respondents were consistent in crediting the
CoEs and their development with the increased coordination among programs:

People have told us that the CoE model for some reason hasn’t really been
done before. It’s one thing to have a colloquium where you invite one person
to come in and talk about their research—that happens all the time. But, this
idea of really just getting people together to share what different people are
doing with the idea that there may be a hook for somebody else to get
involved has increased cross-disciplinary, cross-professional collaboration,
and that’s been really wonderful.

Because I knew I had to accomplish A, B, C, and D, we had a lot of meetings
where we put different people together at the table, so that’s the strength of
the [CoE]. We got a very disparate group of people, at the very least, talking
to each other; and, at the very best, actually doing something based upon the
talk. The value of the CoE was nudging along from the top to action.

We've brought together a group of people who are very excited about
something that they wouldn’t have been five, six years ago. The CoE has a life
of its own. I could disappear and it would continue, which is kind of nice to
know. People come to us for things. Everybody, of course, thinks we have lots
of money that we can contribute which we don’t, but they come to us for ideas
and for support and just collaboration. It’s been a really remarkable
experience.

CoE Core Directors” Perceptions of the CoEs’ Greatest Strengths

The directors for each of the cores were asked about the strengths of their
particular cores. The quotations that follow echo the statements made by the
institutional and CoE leaders affirming that the CoE designation was instru-
mental in adding value to women’s health by serving as the driving mecha-
nism within the institution that enhanced opportunities to focus on the
uniqueness of women’s health. Designation acted as a driving mechanism
because it was valued by the recipient institutions, it helped in making a case
for differentiating women’s health research and practice from that which
focused predominantly on men, and it provided leverage for funding larger-
scale research. Thus, the core directors felt that the designation helped to
validate and advance their work within the larger institution:

Probably the most important thing that [the designation] has done has been
to send a signal to women faculty that this is something the institution values
and that it’s important. The fact that the Center of Excellence exists sends a
pretty strong message.

It’s visibility to get this on the horizon for everybody to recognize that women
are a unique component of the population. This came about because of the
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national agenda which emphasized that, when you do research studies,
women can’t be just lumped together with men. The new initiative is that
women are different and need to be looked at differently, and that’s come
from the national agenda. I don’t believe a local agenda would have been
capable of doing that.

We have a research program that tries to stimulate research and provide
start-up money for people to begin to think about getting data that they can
then use to go on to bigger things. It's a major occurrence that now there is
this little source of money which is specifically directed at stimulating PIs to
think a little bit more seriously about women’s health.

The core directors also remarked that greater legitimacy was coupled with
a stronger funding infrastructure and greater ability to leverage other funding:

The most significant thing is [the designation] has allowed us to leverage
resources internally, on campus from other sources like the dean’s office, to
get some support for leadership development... .People understand that
there are expectations associated with the designation. It puts people in the
leadership in a difficult position to say, ‘Oh, we're not going to do that,” or,
‘we’re not going to fund that.” If, on the one hand, they’re touting themselves
to the outside saying, ‘we’re a Center of Excellence in Women’s Health,” and
then, internally, we can’t even get support for something as modest as our
mentoring effort—so, in that sense, it helped.

The depth of the resources, clinically and in research, is phenomenal. The fact
that we’ve been able to leverage the Center’s stimulating endeavors in getting
more funding for further development is really important. In terms of the
clinical and research resources, it's been a real phenomenal leverage.

Much as the institutional leadership reflected upon integration and
coordination of operations as a key factor in the CoEs’ successes, the core
leaders emphasized the multidisciplinary nature of the CoE as a major strength
as indicated by the expansion of the types of specialists who teamed together:

One strength is that it's multidisciplinary. .. .It's more than reproductive
health care. In clinical care, it’s a variety of disciplines, not just Ob/Gyn. [We
have practitioners from] psychiatry, internal medicine, family practice, and
nutrition. . . .We have health and human development sciences that does a lot
of clinical science. The school of public health has a contingent that’s very
interested in women'’s health. The value is that we have a breadth of types of
science. It isn’t only biomedical science that’s valued here in women’s health.

We were able to bring together our core group from a variety of disciplines—
from research, from psychiatry, from primary care, and from pediatrics. That
allowed us to provide approaches to outreach from many different levels.

The core directors further perceived the CoE as an ideal setting for
professional women to congregate. It lent legitimacy to the pursuit of im-
proved women’s health, it spanned different departments and different
schools, and it fostered increased association. Thus the CoEs became an
environment for shared identity and mutual action:

We've managed to attract a group of women as a cadre of providers who have
similar philosophies, who truly care about the women they’re taking care of,
and it’s really unique to gather that many together in one place. I often think
of how honored and privileged I am to be part of a group that works that well
together.

[The center] was a resource for us because it pulled together people from
across all the departments—inpatient and outpatient, other parts of the
university, people who work on outcomes studies, people who work in basic
research, and people who work in the clinical arena—pulled them all together
to ask, ‘what should we have in a curriculum for medical students?’ It was
easier because we had the whole group basically together.
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It’s important that people self-identify as doing women’s health research. In
the past, they've been afraid to on this campus because it didn’t have the
status, and they didn’t want to choose something that was lower status than
their own clinical department.

The core directors further indicated that increased association through the
CoEs provided a support system through networking opportunities. The
networks went beyond collaboration within the home institution, extending to
the CoEs as a national movement:

There’s a broad coalition of women brought together to head up the CoE
who’ve been able to call on each other and help each other. That networking,
both within the institution and outside the institution, is probably the best
achievement. Knowing who it is in administration, who it is in research
review that you can call on—it really is the ‘old girls network’ starting to
evolve.

The networking of the other CoEs together helps. You know somebody plus
you know somebody’s expertise at other places and you can invite them to
come down.

The networking and the mutual support that goes on at national CoE
meetings is especially important.

CoE Core Components’ Greatest Strengths

The core directors were asked to characterize the strengths of their respective
cores since receiving national designation. The most prominent theme across
all 15 CoEs concerned program enhancements in core operations. Those noted
most prominently included leadership development such as mentoring; com-
munity outreach with an increased focus on community needs and services;
clinical services that were expanded and improved; educational leadership that
concentrated on gender-specific health issues and increased diversity; and
research with a greater focus on women’s health issues, coordination, and
institutional support. The following quotations illustrate the program enhance-
ments just cited:

Leadership

We have a mentoring program for women faculty and students. . . And what
it does is show young women in their first or second year of medical school
access on a different plane to a woman faculty [member]. [The program] helps
them see that women are in academic medicine.

We said at the beginning we would expand our fellowship program. But
when you get this many women interested in it, all of this builds on itself. . .

Community Outreach

We’ve expanded our community centers. When you do that and you have a
pretty successful model, the community comes back to you and identifies
other areas where the community would like to see the same type of
services. . . .I don’t really have to advertise much of anything. We're getting
calls all the time. We get calls from other places also, to use our facilities as
research sites. I just had a meeting the other day with [a program represen-
tative] who asked, ‘Can we do a program together? ... Can we use your
facility?”

There’s fair evidence in the literature that patients who ask the fewest
questions need the most information. Lower socioeconomic patients and
minority patients tend to be most intimidated by the health care system and
ask the fewest questions. So, we go to them in their beauty shop, I'm sitting
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in their church, and I am not in control. And so, that’s been [our] greatest
strength.

Clinical

We do a lot of screening for osteoporosis and we promote breast self-exams
which go together at the clinic. A lot of patients [continue to] come to us after
that experience. We have created awareness of the [importance] of providing
more resources for the clinic, and are sensitive to [the needs of] our
population. . . .Anything that is not the reproductive system was historically
not considered part of women’s health.

One of the early ones that came together here—it actually was slowly in the
process of development before the CoE came into being—was the compre-
hensive breast care center which brings together medical oncologists, onco-
logic surgeons, radiation therapy, pathology, and radiology, and sees patients
with breast disease or breast masses. They see patients who are referred for
breast masses, and they do a very thorough and streamlined evaluation. So
the woman makes one, maybe two visits, rather than a visit to the internist,
a visit to the radiologist, a visit back to the surgeon for a biopsy, a visit back
to somebody for discussion. It has really been our vanguard of the sort of
programs that we would like to see developed.

Professional Education

There’s a heightened awareness that women need to be treated differently,
and present differently with a number of clinical symptoms and signs. That
then spills down to professional education and the training of medical
students, who then become house staff, who then will be the future physi-
cians. As they go out, they will be different than the physicians today in the
marketplace who came out of medical school believing that everybody was
forty years old and was a white male, because every case you had in medical
school was a forty-year-old, white male. The national agenda has made a big
difference.

We have a cadre of graduate students, all of whom are women and who’ve
worked with us very closely. They've come from a variety of different
colleges and we’ve helped with their education as graduate research
assistants.

Research

In looking at the behavioral aspects of care—and care here being in chronic
illness—women are involved because they have an increased number of
chronic illnesses. Even chronic illnesses that aren’t women-directed, the
women are usually the caregivers or supporters. By my involvement in the
CoE—and chronic illnesses being foremost in my mind—it’s pushed into all
the areas of research. It has really changed.

[The CoE] added emphasis and helped to expand women'’s health research.
That’s a strength which is driven by the fact that the CoE has enhanced the
research community within women’s health. There’s support and nurturing
for it within the institution, and that has been its biggest strength.

CoE Core Directors’ Perceptions Regarding How the Core
Components Interface

Each CoE core director was asked “would you describe the interface of [your
core component] with [each other core component] at your institution?” Across
all 15 CoEs, the respondents reinforced that collaboration developed across the
cores, thus enriching each of the core programs. Table 2 summarizes the
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Table 2. A SUMMARY OF HOW THE CoE CORE UNITS INTERFACE

Core Unit Directors to Interface Unit Type of Interface
Clinical about Research Increased clinical involvement in research
Research about Clinical Translation of research into clinical practice
Clinical about Education Curriculum development in women'’s health
Education about Clinical Provided education opportunities for clinicians
Clinical about Community More clinician presence in the community
Community about Clinical Feeder system for clinical services and research trials
Research about Education Provided support for educational programs
Education about Research Linked researchers on women'’s health through the CoE
Research about Community Provided a focus for research
Community about Research Developed strategies for recruitment into research
Education about Community Provided educational awareness sessions and materials
Community about Education Provided educational opportunities and materials
Leadership about Clinical Supported professional growth and career development
Leadership about Research Provided mentoring opportunities
Leadership about Education Mentored junior faculty and students

relationship among the core programs and indicates that the CoE model, which
emphasized integration among the core components, largely was achieved.
The following quotations amplify the nature of the core interfaces that appear
in Table 2.

Clinical core with the research core (increased clinical involvement
in research):

Because of the size of the practice that we have, I am asked to participate in
clinical research primarily outside of my department.

The clinical program allows opportunities for different people to develop
research interests and then we present those at [our] meetings. Different
people in the room have input. [It] helps fuel collaboration.

Research core with the clinical core (translation of research to practice):

One of the reasons that our clinical care is so good is because we do a lot of
women’s health research in the clinical arena, and that then gets translated
both to physicians who practice differently, as well as residents and students
who are trained differently.

Many of the behavioral studies that are going on are applied to clinical
practice. For instance, the research on getting women into screening has
impacted what we do in terms of delivery of care.

Clinical core with the education core (curriculum development in
women’s health):

[The CoE has] brought up to the surface education on women’s health and
how we educate. Where do we address adolescent female health in our
curriculum? The awareness was stimulated by participation from our dean
and lots of faculty from the Center of Excellence.
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We have created a women’s health elective for residents and students since
being designated, and people have been very responsive about participating.

Education core with the clinical core (providing educational opportunities
for clinicians):

When we began, we worked with the clinical committee to say, “What types
of education do you need for your patients,” or, ‘what can facilitate you
helping your patients learn more?’

[We provide] specific training on how to conduct the questions as part of the
clinical interview. We’ve had women present testimonies of their experience
with physicians as a result of their victimization.

Clinical core with the community core (more clinical presence
in the community):

Our hospital has always interfaced with its community, but I have not seen
our hospital have so much of a patient education focus as the CoE has
brought to our community. Prior to being designated as a CoE, I didn’t go to
the community frequently and give talks. Now, I go to the community
frequently and give talks. We've always tried to have a community approach
to delivering care, but bringing women’s health messages to the community
is a brand new thing for our institution since we got the designation.

Many of us are invited speakers for different women’s groups in different
organizations, and to other health care providers—family practice providers.
Also, the Center of Excellence has enabled me to do community education
with the minority population that we serve here at our home base.

Community core with the clinical core (access to clinical services and
research trials):

In developing clinical services, we seek community input.

Any time we go out in the community, we're telling people that we have
clinical trials. It's on our Web site. It’s a link to make it as easy as possible for
people to participate. We've also developed a series of brochures on women'’s
participation in research, and one of them is for people who design research
studies so that they know how to better design a study so that women can
participate. The other brochure is one that talks about why somebody might
want to participate in research, what are the risks and benefits, and know
your rights as you participate in a study.

Research core with the education core (providing support for
educational programs):

Clinical education. . .provides support for students to do research projects at
various levels of training, or come out of their clinical training for differing
periods of time and train in research methods.

Education core with the research core (linking women’s health researchers):

It’s through our professional education offerings that many researchers find
each other.

We're actually cataloging efforts of [non-CoE] faculty that relate to women’s
health. We were surprised to learn that there were so many doing research on
women, but have not identified themselves as women’s health researchers.
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Research core with the community core (community providing a focus
for research):

We either match a community with a researcher, or a researcher with a
community where there is mutual interest and help to build that relationship
so that it could be sustained.

A lot of the research that goes on here pulls people from the community.
Several of my grants take place in communities of low-income minority
women.

Community core with the research core (helping to develop strategies for
recruitment into research studies):

We've conducted quite a few focus groups with different community-based
agencies and their constituents to try to find out how we can better recruit
women of color, in particular, to participate in clinical research and trials.

Our committee is responsible for a couple of initiatives that influence the
research arm. We're doing a symposium on the interface of gender, race, and
community in terms of recruitment strategies for clinical researchers, and, out
of that, we will help to develop a set of strategies for the school and
researchers on how they can recruit minority women into research. One of
our projects is focused on looking at the process of care outcomes for minority
women [as] compared to other women because of the interface that we have
between our community outreach and clinical services.

Education core with the community core (providing educational
awareness sessions):

We draw upon different faculty in the institution as well as in the clinical
programs to give series of talks to women at the workplace. That was a big
success in terms of the number of work sites to which we [were] invited to
talk on a whole variety of different subjects. Then, we started church
programs mainly with African-American churches. We went to lots of health
fairs, lots of events and gave talks.

Community core with the education core (providing educational
opportunities and materials):

I'm most familiar with our internship program. We’ve been very successful at
bringing in high school students, college students, grad students, and medical
residents through the CoE and placing them according to their interests with
faculty members. We’ve been very successful at helping young women see
that there are lots of different avenues that you can take in women’s health,
and connecting them with mentors and opening up possibilities and oppor-
tunities for them. We’ve also had high school students who interned, went
away to college, then came back and ended up working for the Center of
Excellence.

There were studies and investigations going on around serving specific
minority populations and the reporting of these findings. The creation of a
video in order to increase awareness about breast cancer was geared towards
minority populations—geared towards women as a teaching tool.

Leadership core with the clinical core (supporting professional growth and
career development):

I ask chairs and division directors to identify women [for leadership oppor-
tunities]. For example, one woman was identified and she was then awarded
a grant to attend a professional development program. She subsequently
became the director at [a local] hospital.
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One of our leadership goals was to make sure that the appointment process
accommodated as broad a group of contributors as possible, and that
everybody knew the ground rules. We have a new clinician teacher ladder...
where promotions are possible based on clinical and teaching excellence.

Leadership core with the research core (providing mentoring opportunities):

We structured community-based research around junior faculty
development. . . .It spawned mentoring around projects [and] proposals that
were then submitted. We gave feedback as a way of mentoring junior faculty
in the research domain. There was actually a very powerful connection
through that activity.

Leadership core with the education core (mentoring junior faculty
and students):

There was a real attempt to do a better mentoring program. A lot of
difficulties were identified for young women faculty. The CoE has worked
most effectively here as a neutral sounding board—getting outside your
department with your problems, aggregating the problems.

The CoEs’ Greatest Challenges

Institutional Leaders’ and CoE Directors’ Perceptions of the Greatest
Challenges Faced by the CoE

Challenges that were noted at all 15 sites (See Table 1) mainly revolved around
the CoEs’ acceptance, greater collaboration, and limited resources for CoE
operations. The quotations to follow illustrate that acceptance, which was
enhanced by the federal designation, also contributed, in some instances, to
being a barrier to progress in women’s health by isolating it within the
institution. Similarly, collaboration could be hampered by “turf guarding,”
which caused some at the home institution to work separately from the CoE.
Additionally, the demands on faculty time required for collaboration proved
burdensome. Concerns over limited resources were universal and had an
impact on the extent to which services could be offered:

Insofar as people are interested in having this designation—and doing what
it takes to have the designation—it’s such a double-edged sword, because it
has done so many negative things in terms of using people’s time without
reward and creating kind of a ghetto mentality for women’s health. It makes
women’s health something that’s a second-class discipline by under-resourc-
ing it.

The fact that [the CoE] focused on women’s health is an inherent problem. It
carries the problem that everything that’s about women carries, that people
are quick to trivialize it, quick to assume that we’re talking only reproductive
health issues.

The only internal issue that has just driven me nuts is the clinical piece and
who wanted to own the women’s health issue. The turf issue has been just
incredible. Some of the egos you sort of get used to, but it was kind of
frustrating.

I don’t know that the CoE designation changes the usual interdisciplinary
barriers. The medical school, especially on this campus, is distinctive but not
unique for being revenue-oriented, and, therefore, not so into collaborating.
That’s the biggest challenge to interdisciplinary collaboration. The CoE helps,
but it’s probably a small help on a big problem.

I don’t get a sense that there are turf wars and that the issue is turf. Since the
work that we all do is within our own departments, it's more like having two
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parallel careers: You've got to have your career within your department, and
then you're trying to develop this career outside the department. It just takes
a lot of extra work to do both at the same time.

The clinical pressures are enormous, and try[ing] to move into anything extra
that takes more time, even though it’s a good part of clinical care, there’s great
resistance—why do I have to do that too?’

In the beginning, I would have taken the Center of Excellence
designation. . . .Now it will take money to sustain it. Now the projects are
formed, public relations is here, and the idea is ensconced in the institution.
So now, in order to do substantive things, we need money.

The existence and the development of these centers has paralleled a . . .clear,
major cutback in funding to academic medical centers. The balanced budget
really cut back Medicare funds, especially towards education. A lot of the
Medicare funding that was so key to academic medical centers took such a big
hit. . . .To some extent, the success of our program needs to be viewed in that
light—that success should not be viewed in how much did we grow, but the
fact that we survived over the last [several] years.

CoE Core Directors’ Perceptions of the Greatest Challenges Faced By the
CoE Core Components

Core directors at all 15 CoEs articulated challenges that fall under two main
themes: organizational climate and resource insufficiencies (See Table 1).
Climate challenges are reflected in comments regarding the nature of leader-
ship, collaboration, and adequate time to accomplish the CoE mission. With
respect to resource insufficiencies, core directors emphasized the need for more
staff, time, and operational space to develop and sustain collaborations across
departmental units.

Most of the heads of the departments are men. And, a lot of people feel that,
until women are in more leadership roles, not much is going to change.

It’s very difficult to move such a huge, complex organization, which is really
a collective of organizations with dominant cultures and then many subcul-
tures within each organization. So, it's very hard, through a leadership
development effort, to dramatically change something. . . .Since designation,
the challenge is, structurally, in the concept of the CoE. When you set this up,
do you allow everyone to ghettoize women'’s health? Put all those trouble-
some women in one spot and the rest of the place doesn’t have to deal with
them. That’s a risk. It hasn’t happened here, but it’s a constant struggle to
make sure that you keep women’s issues out there in the whole academic
medical community and in the community at large, rather than saying, ‘Oh,
that’s your problem now.” That’s the balance.

The greatest challenge is to take someone who doesn’t have intrinsic
leadership capabilities or skills, and to provide them with mentorship, advice,
and opportunity so that they can maximize their own potential. .. It’s the
most difficult challenge we have right now, because when you look at how
women do best in terms of growth, women can have mentors who are men,
mentors who are of different races and ethnicities, but, somehow, the women
who seem to do best—and this is written about over and over and over
again—have, at some point in their careers, a woman mentor. When you look
at the pyramid of women faculty, both here and nationally, the women at the
top are pretty busy, the women in the middle are still trying to consolidate
their own skills, and that leaves a big void in terms of who is going to